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Physical Activity Readiness Questionnaire (PAR-Q)
1. Has your doctor ever said that you have a heart condition and that you should only do physical activity recommended by a doctor?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

2. Do you feel pain in your chest when you do physical activity?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

3. In the past month, have you had chest pain when you were not doing physical activity?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

4. Do you lose your balance because of dizziness or do you ever lose consciousness?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

5. Do you have a bone or joint problem that could be made worse by a change in your physical activity?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

6. Is your doctor currently prescribing drugs (for example, water pills) for your blood pressure or heart condition?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

7. Do you know of any other reason why you should not do physical activity?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

Medical History Questionnaire
1. When was the last time you had a physical examination?

	     


2. List any medications you are taking, why and the dosage level if known.

	     


3. Has your doctor ever diagnosed you as having heart disease, stroke, diabetes or epilepsy?

	     


4. Have you ever had back problems, arthritis or orthopedic problems?

	     


5. FEMALES ONLY.  Are you pregnant, or do you have any reason to believe you are?

	     


6. List any other medical problems you may have.

	     


7. Describe any activity you do regularly.

	     


8. Are there any exercises or movements that cause you pain?

	


9. Is there any reason for you not to start a fitness program today?

	     


Health Risk Appraisal Questionnaire – Heart Disease

1. Have you been diagnosed with heart disease?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

2. Has a parent, brother or sister ever been diagnosed with heart disease?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

3. Have you been told by your doctor that you have diabetes?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

4. How often do you engage in aerobic exercises (walking, jogging, biking, etc.?)
 FORMCHECKBOX 
  Rarely or never

 FORMCHECKBOX 
  1 to 2 times each week

 FORMCHECKBOX 
  3 or more times each week

5. Are you currently taking anti-hypertensive medications?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

6. What is you current Cigarette Smoking habit?

 FORMCHECKBOX 
  I do not smoke cigarettes

 FORMCHECKBOX 
  Smoke less than a pack a day

 FORMCHECKBOX 
  Smoke about a pack a day

 FORMCHECKBOX 
  Smoke two or more packs a day

 FORMCHECKBOX 
  I do not smoke cigarettes, but I use other tobacco products

7. Which statement best describes your Blood Pressure?

 FORMCHECKBOX 
  Normal or low

 FORMCHECKBOX 
  Borderline high

 FORMCHECKBOX 
  High

 FORMCHECKBOX 
  I’m not sure

8. Which statement best describes your Total Cholesterol?

 FORMCHECKBOX 
  Normal or low

 FORMCHECKBOX 
  Borderline high

 FORMCHECKBOX 
  High

 FORMCHECKBOX 
 I’m not sure

9. Which statement best describes your HDL Cholesterol?
 FORMCHECKBOX 
  Low (Bad)

 FORMCHECKBOX 
  Borderline Low

 FORMCHECKBOX 
  High (Good)

 FORMCHECKBOX 
  I’m not sure


Health Risk Appraisal Questionnaire – Diabetes
1. Have you been diagnosed with diabetes by your physician?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

2. I get little or no exercise during a usual day.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

3. Have you ever experienced any of the following:

 FORMCHECKBOX 
  Extreme thirst

 FORMCHECKBOX 
  Frequent urination

 FORMCHECKBOX 
  Extreme fatigue

 FORMCHECKBOX 
  Blurry vision from time to time

 FORMCHECKBOX 
  Unexplained weight loss

 FORMCHECKBOX 
  None of the above

4. I have a sister or brother with diabetes.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

5. I have a parent with diabetes.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

6. I am a woman who has had a baby weighing more than nine pounds at birth.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

Health Risk Appraisal Questionnaire – Nutrition

1. How many caffeinated drinks (coffee, tea, cocoa, soft drinks) do you have in a typical day?

 FORMCHECKBOX 
  0

 FORMCHECKBOX 
  1 to 2

2. How many glasses (8 ounces) or water do you drink in a typical day?

 FORMCHECKBOX 
  0 to 3

 FORMCHECKBOX 
  4 to 5

 FORMCHECKBOX 
  6 to 7 

 FORMCHECKBOX 
  8+

3. My meat/protein eating habit is:

 FORMCHECKBOX 
  Eat regular cuts of red meat, hamburger, wieners and lunch meat

 FORMCHECKBOX 
  Eat a mixture of red meats and some poultry or fish

 FORMCHECKBOX 
  Eat only lean meats, skinless poultry or fish

 FORMCHECKBOX 
  Eat very little red meat, mostly white meat (poultry or fish)

 FORMCHECKBOX 
  Seldom or never eat meat – I eat mostly vegetables

4. My dairy product/egg eating habit is:

 FORMCHECKBOX 
  Nearly always eat high fat (ice cream, eggs, butter, cheese, etc)

 FORMCHECKBOX 
  Eat mostly high fat, some low (skim milk, yogurt, egg whites)

 FORMCHECKBOX 
  Eat both high fat and low fat about the same

 FORMCHECKBOX 
  Eat primarily low fat products, but some high

 FORMCHECKBOX 
  Eat only low fat products or none at all

5. My dessert eating habit is:

 FORMCHECKBOX 
  Nearly always eat high fat (cake, donuts, pies, ice cream, etc)

 FORMCHECKBOX 
  Eat mostly high fat, some low (fruits, gelatins, home baked)

 FORMCHECKBOX 
  Eat both high fat and low fat about the same

 FORMCHECKBOX 
  Eat primarily low fat products, but some high

 FORMCHECKBOX 
  Eat only low fat products or none at all

6. My cooking fats/food preparation is:

 FORMCHECKBOX 
  Nearly always cook/eat high fat (fry, shortening, butter, creams)

 FORMCHECKBOX 
  Cook/eat food mostly the high fat way

 FORMCHECKBOX 
  Food cooked both high and low (broil, bake, boil, no added fat)

 FORMCHECKBOX 
  Food cooked primarily the low fat way

 FORMCHECKBOX 
  Food prepared only the low fat way

7. My bread/grain eating habit is:

 FORMCHECKBOX 
  Nearly always eat refined (white bread, rolls, crackers, cereal)

 FORMCHECKBOX 
  Eat mostly refined grain products

 FORMCHECKBOX 
  Eat a mixture of refined and whole grain products

 FORMCHECKBOX 
  Eat primarily whole grain products

 FORMCHECKBOX 
  Eat only whole grain products

8. My fruits/vegetables eating habit is:

 FORMCHECKBOX 
  Five or more servings per day

 FORMCHECKBOX 
  Four servings per day

 FORMCHECKBOX 
  Three servings per day

 FORMCHECKBOX 
  Two servings per day

 FORMCHECKBOX 
  One serving or less per day

9. My fast food eating habit is:

 FORMCHECKBOX 
  I eat fast food nearly every day

 FORMCHECKBOX 
  I eat fast food several times each week

 FORMCHECKBOX 
  I eat fast food few times each month

 FORMCHECKBOX 
  I seldom or never eat fast food
10. My salty food habit is:

 FORMCHECKBOX 
  I seldom or never eat salty food (chips, pickles, added salt)

 FORMCHECKBOX 
  Occasionally I eat salty foods

 FORMCHECKBOX 
  I regularly eat salty foods

 FORMCHECKBOX 
  I frequently eat salty foods – I like salt

11. My breakfast eating habit is:

 FORMCHECKBOX 
  I eat a rounded breakfast (more than coffee and roll) daily

 FORMCHECKBOX 
  I eat a rounded breakfast almost every day

 FORMCHECKBOX 
  I sometimes eat a rounded breakfast

 FORMCHECKBOX 
  I rarely eat breakfast

12. My high fat snack eating habit is:

 FORMCHECKBOX 
  I eat high fat snack foods (potato chips) 3 or more times daily

 FORMCHECKBOX 
  I eat high fat snacks once or twice weekly

 FORMCHECKBOX 
  I eat high fat snacks few times each week

 FORMCHECKBOX 
  I rarely or never eat high fat snacks


















The Athletic Club highly recommends that you receive a BodyAge Assessment prior to the beginning of an exercise program.  From the results of this screening we can establish guidelines and proper   programming for your individual goals.  No one can fail a BodyAge Assessment.  It merely tells you where you are today, and gives you a benchmark to measure your progress.  It also tells you how many years you can take off your BodyAge score, and exactly how to do it.  It gives you a plan-a program for creating a younger you!  Cost:  $120 for members, $200 non-members





Why do I need a Fitness and Nutrition Assessment?


To obtain a complete health history of you, the client.


Record your blood pressure and body measurements


Evaluate your body composition, aerobic capacity, strength and flexibility


Determine your fitness and nutrition needs based on your goals and current condition


To establish a baseline to compare future changes and improvements over time.


How do I prepare for my Assessment?


Please wear loose fitting exercise clothing (no leotards,  tights or underwire bras) and sneakers.


Avoid caffeine, cigarettes, alcohol and exercise 3 hours prior to your screen.


Do not eat a large meal 3 hours before your test (a light snack is fine).








Date of Appointment:______________________





Time of Appointment:______________________





For your FREE BodyAge Assessment, bring this form and the completed attached forms to your appointment, within 30 days of your start date.





BodyAge Assessment for Fitness and Nutrition





Personal Trainer:_________________________








